epigastric pain. This initially required no treatment but 6 h post-operation he requested pain relief. He was given paracetamol 1 g and codeine phosphate 60 mg with minor A patient developing acute pancreatitis with pseudocyst formation after an uncomplicated bone marrow harvest effect. Overnight the pain worsened. On review it was noted that he had not passed urine or faeces post-operatis reported. The diagnosis was confirmed by elevated serum amylase and lipase, and by CT scan. We suggest ively. Examination revealed epigastric tenderness, decreased bowel sounds and the bladder was palpable. An that the pancreatitis may have been precipitated by spasm of the sphincter of Oddi secondary to opiates indwelling catheter was inserted and drained 900 ml of urine. Full blood examination and biochemical investiadministered as premedication and for pain relief. Keywords: pancreatitis; bone marrow harvest gations were unremarkable apart from an elevated serum amylase of 542 U/l (reference range Ͻ115 U/l). Abdominal X-ray showed faecal loading with no fluid levels. He was given morphine 10 mg, hyoscine-n-butylbromide 20 mg, BMT offers the chance of long-term disease-free survival and prochloperazine 12.5 mg intramuscularly. Ten minutes for patients with some haematological or non-haematologlater the pain significantly worsened but subsequently ical diseases. The traditional method for collecting haemagradually improved. He refused all further pain relief. By topoietic stem cells from the donor is the BM harvest. This the next day his pain had resolved and he was discharged. procedure is generally considered to have negligible morOne day later the donor represented to hospital with recurtality and minor morbidity, although a major complication rence of the abdominal pain. Examination suggested a pararate of 0.27-0.47% has been reported. [1][2][3] We describe a prelytic ileus which was confirmed by abdominal X-ray. Serum viously unreported complication of BM harvesting -acute amylase was 242 U/l. He was managed conservatively with pancreatitis with pseudocyst formation. a nasogastric tube, intravenous hydration, nil orally and a pethidine infusion. The following day, CT scan of the abdomen revealed severe acute pancreatitis with marked oedema Case report of the peripancreatic fat ( Figure 1a ). There was no evidence of retroperitoneal blood. Ultrasound of the gallbladder and A previously healthy 46-year-old man with no significant biliary system showed no gallstones. Biochemical profile, past history was admitted to donate BM to his HLA-identincluding calcium and lipid profile, were normal. Subical brother with severe aplastic anaemia. The donor did sequently, the donor developed elevated ALP 206 U/l not consume alcohol or smoke. He was taking no medi-(reference range Ͻ110 U/l), GGT 406 U/l (reference range cations prior to admission to hospital. Examination was Ͻ60 U/l) and ALT 49 U/l (reference range Ͻ40 U/l) with a unremarkable. On the day of the harvest he was given papanormal bilirubin at 10 mol/l (reference range veretum 20 mg and hyoscine hydrobromide 0.4 mg intra-Ͻ21 mol U/l) and AST 35 U/l (reference range Ͻ50 U/l). muscularly prior to going to the operating theatre. The genThis hospital admission was complicated by right lower lobe eral anaesthetic medications used were thiopentone 300 mg, pneumonia. His condition improved over the following 6 atracurium 40 mg, morphine 12 mg, neostigmine 2.5 mg days. He was discharged home pain free and tolerating free and atropine 1.2 mg. Isoflurane was used as the inhalation fluids. Amylase and lipase remained elevated at 499 U/l and agent. The BM was harvested from both posterior iliac 1888 U/l (reference range Ͻ300 U/l) respectively. crests with the patient prone. The anaesthetic and BM harFive days later he presented with a recurrence of the epivest proceeded uneventfully, lasting 90 min with 1300 ml gastric pain, nausea and vomiting. X-rays suggested a localof BM aspirated. One unit of autologous blood was infused.
appeared normal and there was no choledocholithiasis or pulmonary embolism, respiratory arrest, cerebrovascular accident, malignant hyperthermia, pneumonia and sepsis. pancreatic divisum identified. After 17 days he was discharged. However, he continued to experience intermittent Two deaths have been reported.
1,3
In conclusion, we suggest that this man's prolonged hosabdominal pain over several weeks. Repeat CT scan revealed the developed pseudocyst which was surgically pital stay was due to a previously unreported complication post-BM harvest, namely acute pancreatitis precipitated by drained (Figure 1b) . Subsequently the donor has made a slow but full recovery.
opiates given for premedication and as pain relief. that opiates administered both intra-and post-operatively
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